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Abstract Behaviours causing harm to the individual are generally called self-destructive
behaviours. For some time now, direct/acute self-destructiveness has been distinguished
from indirect/chronic self-destructiveness. Indirectly self-destructive behaviours occur not
only in healthy people (examined in most of the studies) but also in mentally ill indi-
viduals, which has not been researched. The aim of this study has been to explore psy-
chopathological (clinical) predictors of indirect self-destructiveness in patients with
schizophrenia. Research was conducted among 200 patients suffering from paranoid
schizophrenia (Sc) (according to ICD-10); average age: 37.15 (27–58) years. To assess
indirect self-destructiveness, the Polish version of the ‘‘Chronic Self-Destructiveness
Scale’’ was applied, whereas, to examine psychopathological characteristics, the Polish
version of the ‘‘Minnesota Multiphasic Personality Inventory-2’’ was used. The correla-
tion-regression procedure was followed. There were many statistically significant corre-
lations, among which the strongest association occurred between indirect self-
destructiveness and Sc and paranoia (Pa) scales (0.522 and 0.435 respectively). Significant
predictors were found to be schizophrenia (Sc; R: 0.545; b: 0.412), lack of ego mastery,
conative (Sc2b; R: 0.633; b: 0.632), and persecutory ideas (Pa1; R: 0.506; b: 0.335).
schizophrenic disorders were a predictor explaining the indirect self-destructiveness syn-
drome in the patients. That aspect of psycho(patho)logical functioning, i.e. indirect self-
destructiveness, which is strongly associated with schizophrenic and paranoid symptoms/
disorders, should be considered in therapeutic work as well.
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Sc2A Lack of ego mastery, cognitive
Sc2B Lack of ego mastery, conative
Sc2C Lack of ego mastery, defective inhibition
Sc3 Bizarre sensory experiences
R Coefficient of multiple regression
R2 Coefficient of determination (R square)
b Beta
Introduction
Behaviours causing harm to the individual are generally called self-destructive behaviours.
Until recently, the term ‘‘self-destructiveness’’ was primarily (if not exclusively) under-
stood as direct self-destructiveness, whose manifestations are self-mutilations or suicides.
For some time, however, another type of self-harm has been distinguished, i.e. indirect or
chronic self-destructiveness [1–3].
Although the issue of directly self-destructive behaviours (i.e. suicides, self-injuries
etc.) is clear and does not arouse doubts, the less acute and ‘‘subtle’’ forms of harming
oneself or lowering the quality of one’s life or shortening it, are not immediately per-
ceptible (risky behaviours, substance abuse, addictions, negligence etc.). In general, less
attention is given to them, particularly, since many of them are considered commonly (or at
least often) occurring behaviours and, therefore, normal ones. Research into the area of
indirect (chronic) self-destructiveness began in the 1980s and concerned mainly (if not
solely) mentally healthy people.
Chronic self-destructiveness is defined as behaviour involving a generalized tendency to
engage in acts that increase the probability of experiencing negative future consequences
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and/or reduce the probability of attaining positive future ones [1]. Indirect (chronic) self-
destructiveness is also considered behaviour whose likely negative consequences are
mediated by additional factors, while the relationship between behaviour and harm is
considered probable. Indirect (chronic) self-destructiveness understood in that way in-
cludes not only undertaking but also abandoning (commission or omission of) acts; that is
related to engaging in dangerous and aggravated risk situations, or neglecting one’s health
and safety. Whereas acute/direct self-destructive behaviour involves conscious and wilful
intent to self-inflict painful and injurious acts, sometime with fatal consequences, chronic/
indirect self-destructiveness refers to actions extended over a period of time and situations,
with the individual being unaware of or disregarding their long-term harmful effects [2, 3].
Indirectly self-destructive behaviours occur not only among healthy individuals, but
also among mentally ill ones [4]. In the case of the mentally ill, indirectly self-destructive
behaviours may involve (alternate with) psychotic symptoms or syndromes.
The aim of this work has been to explore psychopathological (clinical) predictors of
indirect self-destructiveness in individuals with schizophrenia.
Methods
The permission of the Bioethics Committee of the Medical University of Lodz was ob-
tained before starting the research. The Helsinki Declaration recommendations were fol-
lowed. The survey was anonymous and participation was voluntary. Before the survey,
patients’ consent was obtained.
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Participants
In order to achieve the objective of the study, a group of 200 patients (83 females, 117
males) with paranoid Sc (according to ICD-10 criteria) was examined, aged 27–58 (mean
age: 37.15) years. The patients were clinically stable (in remission), had not been hospi-
talized in the previous 12 months, and had been taking the same medication for at least
6 months. None of the patients was in relapse; the patients were in at least partial re-
mission, which facilitated conducting the research. The characteristics of the study group
are presented in Table 1.
Materials
The Polish version of the Minnesota Multiphasic Personality Inventory-2 (MMPI-2) was
used for assessing the intensity of psychopathological symptoms. In one survey, it is
possible to acquire information on the most important personality dimensions as well as
psychopathological symptoms; besides, it assesses the degree of similarity of the examined
person’s traits to those characteristic of a given disease. Initially, the tool examined traits
categorized into four validity scales and nine clinical scales. The clinical scales were: (1)
hypochondriasis (Hd); (2) depression (D); (3) hysteria (Hy); (4) psychopathic deviate (PD);
(5) masculinity–femininity (MF); (6) paranoia (Pa)—introduced to rate the clinical para-
noid syndrome and leading to diagnoses of Sc or paranoid condition; (7) psychasthenia
(Pt); 8) Scassessing the similarity of the subject to the patient with schizophrenia; (9)
hypomania (Ma); 0) social introversion (SI). In the evolution of the MMPI, additional
indices and indicators were developed and defined as supplementary scales and subscales
of the clinical scales.
Among the subscales of the clinical scales by Harris and Lingoes, components of Pa and
Sc are of the significance, i.e.: Pa1: persecutory ideas; Pa2: poignancy; Pa3: Naivete´;
Sc1A: social alienation; Sc1B: emotional alienation; Sc2A: lack of ego mastery, cognitive;
Sc2B: lack of ego mastery, conative; Sc2C: lack of ego mastery, defective inhibition; Sc3:
Bizarre sensory experiences [5].
In order to assess indirect (chronic) self-destructiveness, the Polish version of the
‘‘Chronic Self-Destructiveness Scale’’ (CS-DS) by Kelley in Suchan´ska’s adaptation was
used.
For the purpose of examining chronic self-destructiveness as a generalized tendency,
Kelley constructed a research tool comprising four groups or categories of behaviours:
carelessness, poor health maintenance, evidence of transgression, and lack of planfulness.
The ultimate version was made up of an internally consistent set of 52 items with the total
obtained score informing about the intensity of indirect self-destructiveness [1]. The Polish
version of the scale and the original one are characterized by high reliability (Cronbach’s
alpha, a: 0.811) and validity (0.823) [2, 3].
In order to assess relationships (associations) between psychotic symptoms and syn-
dromes and indirect self-destructiveness, the correlation-regression procedure was applied.
Obtained quantitative data were subjected to a statistical analysis by means of the
Statistica PL 10.0 for Windows [6] statistical package. The data were analysed using the
mean, standard deviation, correlation coefficient (Kendall Tau, s) and stepwise multiple
regression analysis; p B 0.05 was considered statistically significant.
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Table 2 Correlations between patients’ with schizophrenia scores in MMPI-2 and CS-DS scales



















SI (Social introversion) 0.054
ns.






Sc1A (Social alienation) 0.412
p: 0.01
Sc1B (Emotional alienation) 0.485
p: 0.002
Sc2A (Lack of ego mastery, cognitive) 0.471
p: 0.003
Sc2B (Lack of ego mastery, conative) 0.635
p: 0.00001
Sc2C (Lack of ego mastery, defective inhibition) 0.389
p: 0.01
Sc3 (Bizarre sensory experiences) 0.467
p: 0.003
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Results
The study results indicated that the intensity of indirect self-destructiveness in patients with
Sc was within the average range (mean: 125.345; standard deviation: 21.521).
Table 2 and Figs. 1 and 2 show correlation coefficients between the patients’ scores on
the MMPI-2 and CS-DS scales. As can be seen, there were many statistically significant
correlations, out of which the strongest relationship occurred between indirect self-de-
structiveness and the scales of Sc and Pa (0.522 and 0.435 respectively). Apart from that,
indirect self-destructiveness statistically significantly correlated with all the subscales of
the Sc and Pa clinical scales; it was only for the Pa3 (Naivete´) subscale that the coefficient
had the minus sign (-0.415).
Table 3 presents results of the stepwise multiple regression analysis, in which the
dependent variable was indirect self-destructiveness and independent variables were the
clinical scales and subscales of MMPI-2. All the clinical scales and subscales were in-
cluded in the initial regression equation. As shown by the table, not all variables remained
in the regression equation and, among those that remained, not all turned out to be sig-
nificant for indirect self-destructiveness. Significant predictors were found to be
schizophrenia (Sc; R: 0.545; b: 0.412), lack of ego mastery, conative (Sc2b; R: 0.633;
b: 0.632) and persecutory ideas (Pa1; R: 0.506; b: 0.335).
Fig. 1 Scatterplot matrix of scores in the CS-DS and Sc (MMPI-2)
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Discussion
It is difficult to refer to results of other research because it has not been carried out. The
only studies that were conducted focused solely on isolated behaviours, which are now
called indirectly self-destructive, rather than on indirect self-destructiveness as a gener-
alized tendency in patients with schizophrenia.
Received results carry important implications for the nature of indirect self-destruc-
tiveness in patients with schizophrenia.
As mentioned earlier, a vast majority of research on indirect self-destructiveness con-
cerned mainly the population of mentally healthy individuals. In an attempt to answer the
question whether indirect self-destructiveness, as a generalized behavioural tendency, can
be reduced to a specific syndrome in the nosological classification, Suchan´ska examined
relationships between indirect self-destructiveness and MMPI scales. In a population of
healthy subjects, she noted significant correlations between indirect self-destructiveness
and certain clinical scales: Ma (hypomania; 0.533), PD (psychopathic deviate; 0.531), Sc
(schizophrenia; 0.501) [3]. As can be seen, the associations between clinical scales and
indirect self-destructiveness in the healthy population were distributed differently than in
the case of patients with schizophrenia. Namely, in studies on healthy subjects, the highest
coefficients were found between indirect self-destructiveness and the scales of Ma and PD.
Those findings may reflect a relationship between the pleasure principle (which individuals
with psychopathic disorders are remarkably guided by) and immediate gratification, and
indirect self-destructiveness.
Fig. 2 Scatterplot matrix of scores in the CS-DS and Pa (MMPI-2)
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However, our results showed that patients with Sc displayed the highest correlation
coefficients between indirect self-destructiveness and psychotic scales, i.e. Sc and Pa.
Therefore, the results indicated associations between indirect self-destructiveness and
symptoms of schizophrenic and paranoid disorders (for which the subjects were treated).
Significant correlations were also found between indirect self-destructiveness and all the
subscales of the Pa and Sc scales.
In order to identify factors that determined indirect self-destructiveness in schizophrenic
patients, the stepwise multiple regression analysis was performed, in which independent
variables were the MMPI clinical scales and subscales.
As shown in Table 3, only two of the clinical scales remained in the regression equa-
tion: the scale of Sc and Pa, of which Sc proved significant for indirect self-destructiveness.
Thus, among the studied disorders, schizophrenic disorders best explain the indirect self-
destructiveness syndrome in patients with schizophrenia.
The diversity, richness and multi-faceted nature of schizophrenic symptoms were also
reflected in the structure of MMPI-2, which comprises several subscales of the Sc and Pa
clinical scales. Along with the identified associations between indirect self-destructiveness
and Pa and Sc, it seemed worth trying to determine which symptoms and disorders of the
rich symptomatology of Sc were significant predictors of the indirect self-destructiveness
syndrome in patients with schizophrenia. Table 2 shows that indirect self-destructiveness
significantly correlated with all the subscales of those clinical scales; all coefficients had
plus signs, except for subscale Pa3 (Naivete´) which had the minus sign. The content
analysis of those subscales allows to obtain knowledge of many aspects of the indirect self-
destructiveness tendency in patients with schizophrenia. Pa1 include, among others, a
feeling of being harmed by life, which may cause a suspicious attitude towards people
(Pa3-Naivete´, negative coefficient); in turn, the item of the CS-DS which received the
highest score in both males and females with Sc reads as follows: ‘‘It’s easy to be harmed
by life’’. Thus, it can be assumed that schizophrenic patients’ sense of injustice was very
important for the shaping of their indirectly self-destructive tendencies. Of similar sig-
nificance was the correlation between indirect self-destructiveness and Sc scale subscales:
a sense of injustice (of life) and being misunderstood by others (Sc1A-social alienation),
feeling of the lack of meaning of life (Sc1B-emotional alienation), sense of unreality of
what is happening around (Sc2A-lack of ego mastery, cognitive), feeling of lack of control
over one’s own emotions and impulses (Sc2C-lack of ego mastery, defective Inhibition),
and bizarre sensory experiences (Sc3). What deserves special attention is the subscale
which showed the strongest relationship, i.e. Sc2B (lack of ego mastery, conative) and
included the perception of life as a tremendous effort, lack of satisfaction with own actions,
and lack of hope for improvement.
Apart from the presented correlations, shares of the individual variables, i.e. subscales
of the Pa and Sc clinical scales, in the shaping of the indirectly self-destructive tendency in
patients with Sc should be assessed. Table 3 shows that, in the case of the Pa-scale
subscales, two variables (Pa1 and Pa3) remained in the regression equation, of which an
important factor in determining indirect self-destructiveness proved to be Pa1, whose main
component is the feeling of being harmed by life. The implication of the share of another
variable which remained in the regression equation of the clinical scale subscales, i.e. lack
of ego mastery, conative (Sc2B), the core of which is experiencing life as a tremendous
effort, is similar. It should be borne in mind that out of all the diagnostic items of indirect
self-destructiveness, patients with Sc (regardless of sex) rated the most highly the state-
ment that it is very easy to be harmed by life. Patients with Sc hold a strong conviction that
they have been harmed by life.
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Those indirect self-destructive tendencies connected with psychotic disorders/symptoms
may inhibit and delay recovery.
Conclusions
Schizophrenic disorders are a predictor explaining the indirect self-destructiveness syn-
drome in those patients. Among schizophrenic and paranoid disorders and symptoms, an
important factor in determining indirect self-destructiveness proved to be Pa1, especially
the sense of injustice and experiencing life as an enormous effort.
Therapeutic work should take into account also that aspect of psycho(patho)logical
functioning, i.e. indirect self-destructiveness, which is strongly associated with schizo-
phrenic and paranoid disorder/symptoms.
After all, it is known that indirect/chronic self-destructiveness may evolve into direct/
acute self-destructiveness.
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